
'6o6 KaD3 : SCIENTIFIC PROOCEDINGS OF BRANCHES. 4IMARCH 12, 194.
above the umbilicus I found a hard mass, so the incision was
extended upwards. and the tumour brought to the surface. It
consisted of six or eight glands of a stony hardness, occupy-
ing- the mesentery close to a loop of jejunum. This loop,
measuring 14in., was distended, purple in colour, and showed
petechial haemorrhages along the anti-mesenteric border. I
traced the intest'ine upwards and downwards, and found that
the colour faded into the normal below where the gut was
collapsed and empty. Upwards the intestine was darker and
more distended than usual. The liquid contents of the
strangulated looptould b&-easily pressed downwards into the
collapsed portion. :There was no real constriction eitlher
above or below the loop. The- peritoneum over the gut was
still shiny, and its whole appearance resembled that seen in
a Strangulated hernia shortly before gangrene occurs. I was
not satisfied that this was the cause of obstruction, so I
twice examined the whole length of the gut from the
pylorus to the ileo-caecal valve, drawing each piece of the in-
testine out in turn. Dr. Reid, my colleague, suggested that
the real explanation was paralysis of the loop caused by pres-
sure of the enlarged glanas on the nerve supply of the loop.
The contents here becoming stagnant owing to the absence of
muscular contraction, and causing a regurgitation into the
stomach, I would have considered the advisability of excising
the entire loop and mesentery, or of performing a rapid ana-
stomosis between the duodenum and the collapsed gut, but
the patient collapsed, and we had to devote our attention to
saline infusion. He rallied, and was put back to bed, but
vomiting recurred, and lie died seventeen hours later.

Vecropsy.-This was made six and a-half hours after death
by Dr. Crawford. The wound was quite dry. The lower por-
tion of the jejunum and the ileum was collapsed and normal
in colour. To the left of the middle line above the umbilicus
two coils of intestine were found distended and deep purple
in colour. This was the loop seen at operation. There
was no 'perforation, and only a slight stickiness glueing
theloop together. The entire intestine was removed and
spread out. From the pylorus to 14 in. below the last por-
tion of the duodenum the colour gradually deepened from
normal to purple, being increasingly distended. Below this
the intestine abruptly resumed the normal colQur, and was
absolutely empty. The gut was slit along its anti-mesenteric
border, and no signs of constriction or growth could be found.
The interior of the strangulated loop was deeply congested
and showed signs of commencing ulceration on the tops of
the rugae. The mesenteric vessels in this loop were dilated,
the veins being very large, but not clotted.

Pathological Report by the Chief Bacteriologist, Mr. J. A.
Gilruth.-The growth from the mesentery has the general
characteristics of a lympho-sarcoma, there being a growth
of new round cells with numerous newly-formed blood
vessels. I should say the growth had originated in a lymph
gland, and, indeed, it looked more like a lymph gland hyper-
trophied than anything else, at first sight.
REMARKS.-I could only accept Dr. Reid's theory of

paralysis. Whether this was caused by passive compression
of the veins of the neighbouring mesentery -or was due to
actual compression and paralysis of the mesenteric plexus I
could not determine. I venture to think this case is of some
interest in adding to the possible causes of intestinal obstruc-
tion. As a surgeon I have met with a very considerable
number of cases of acute obstruction. Owing to the distance
many patients have to travel before reaching hospital the
surgeon in this country sees such cases when symptoms have
ileached a stage seldom seen in England. His prognosis
under these conditions is hardly hopefu'l. In this particular
case the patient had been urgently ill for many days and his
condition was most critical when seen. I should have been
in a more fortunate position had I been able to operate earlier
or had time to do an anastomosis. The case, although really
one of acute obstruction, had the puzzling history of daily
passage of faeces and occasional diarrhoea. The vomiting of
grass-green fluid is a not uncommon symptom of a curious
disease sometimes seen in.Western Australia. I have never
attended a case of this sort, but I have known instances of
men greatly puzzled by this symptom. My patient presented
this symptom plus a history of diarrhoea.

A UNIVERSITY FOR BRITISH COLUMBIA.-A proposal to
found a university in British Columbia was put forward at a
recent meeting of the Tourist Association of Victoria, and
has been favourably received by the citizens of that province.
The success of the scheme will probably mean the establish-
ment of a Canadian medical school on'the Pacific coast.'
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CLINICAL AND SCIENTIFIC PROCEEDINGS.

B.ATH AND BRISTOL BRANCH.
Bath, Wednesdtzy, February 24th, 1904.

BARCLAY BARON, M.D., President, in the Chair.
Dn. CAREY COO3IBs read notes of a case of anthrax, and in
the discussion whiclh ensued Dr. G. C. TAYLER, Mr. P. BUSH,
C.M.G., Mr. TUBB THOMAS, Mr. MONRO SMITHI, and.Mr. MOLRi
joined.
Mr. T. D. RANSFORD read a paper on ovarian cyst compli-.

cated with appendicitis.
Dr. G. C. TAYLER described two contrivances for use after

colotomy, and Mr. PRICHARRD showed another instrument.-
Criticisms were made by Mr. PAuL BUSH, 31r. RANSFORD, and
Mr. MOLE.

Dr. PRESTON KING read a paper on the condition of our
streets, and remarks were made upon it by Dr. OG1LVY,.
Mlr. P1AUL BUSH, Dr. WIGISIORE, Dr. BAIRCLAY BARON, ancd
Mr. TUB} THOMAS.

GLOUCESTERSHIRE BRANCH.
AT a general meeting of this Branch held at the General1
Hospital, Cheltenham, on February i8th, Dr. E. C. CRIPPS, in
the absence of the President (Dr. Storry), occupying the
chair. Dr. (G. B. FERGUSON showed a case of (i) suprapubic
lithotomy in boy of io, with large uratic calculus; (2) renal
sarcoma in wonian of 46; (3) residual abscess after hyster--
ectomy which had been done two years ago.-Mr. W. R.
BUCKELL showed cases: (i) An oxalic acid mulberry-shaped
calculus removed from bladder of boy of ii; (2) PYO-
saJpinx which had burst into peritoneum; operation;
recovery. - Mr. HOWELL showed cases of colotomy
for (i) cancer of upper rectum which could not.
be removed; (2) cancer of splenic flexus which was
to be removed in fourteen days' time.-Dr. BRAMWELL,
showed a post-mortem specimen of cancer of larynx.-Dr.
CRIPPS read notes of a case of hydatidiform mole.-The dis-
cussion on anaesthetics was then renewed, in the course of
which Dr. ETLINGER gave an interesting demonstration of
local anaestheties. Fifteen members afterwards sat down to
supper at Soyer's.

REPORTS OF SOCIETIES.
ROYAL MEDICAL AND CHIRURGICAL SOCIETY.
Sir Rt. DouoLAS POWELL, Bart.. M.)., K.C.V.O., President,

in the Chair.
Tuesday, March 8tk, 1904.

CARDIAC Dl LLNESS IN CASES OF CANCER.'
DR. WM. GORDON read a paper on this subject. Some years.
ago he had noticed in cases of gastric cancer, in which
ordinary emphysema could not be thought to exist, that the
cardiac dullness was greatly reduced or obliterated in the re-
cumbent posture. Since then it had been noticed in many
cases. The following was a summary of results: Reduction
or loss of cardiac dullness was common in cancer cases, espe-
cially of abdominal cancer, towards their end, but it was not
always to be found in them. It might precede cachexia,
marked wasting, and loss of skin elasticity, but seemed absent
in the earliest stages. If absent at first it might slowly de-
velop towards the end. It might be found, but apparently-
rarely, in other diseases. It seemed not to occur in sarcoma
cases. AWlhen present in a doubtful case its presence wals very-
suggestive of the existence of a cancer. When absent in a
doubtful case of considerable duration it was slightly sugges-
tive that the case was not one of cancer. It was of course
necessary to exclude the existence of all ordinary causes of
alteration of the area of cardiac dullness. The explanation.
appeared to be that the lung margins extended themselves-
across the front of the heart (this was found post mortem to be
the fact), perhaps owing to a loss of elasticity in their sub--
stance such as was seen in the abdominal skin in many cases,
of abdominal cancer.
The PRESIDENT remarked that the paper had interest on the-

medical and surgical sides. It was to be understood that the
loss of cardiac dullness was due to an atrophous emphysema


